Background: Determining population-based rates for major injury poses methodological challenges. We used hospital discharge data over a 10-year period (1996)(1997)(1998)(1999)(2000)(2001)(2002)(2003)(2004)(2005)) from a national trauma registry, the Trauma Audit and Research Network (TARN) Manchester, to construct valid numerators and denominators so that we can calculate population-based rates of major injury in the future.
Background
In the United Kingdom, injury is the commonest cause of death in the first four decades of life and amongst the leading causes for ill-health. In 2004 in England and Wales 17,000 deaths due to injury (all causes) were registered. These represent only the tip of the 'injury pyramid', best described as: 'for every injury death there are 45 hospitals episodes, 630 doctor consultations and 5000-6000 minor injuries' [1] . Although the Government has a target to reduce deaths from accidents by at least a fifth and to reduce serious injury rates from accidents by at least a tenth by 2010 [2], injury remains a 'neglected epidemic' especially in relation to research and prevention.
Most official injury statistics and research studies in UK focus on mortality data [3, 4] , often used as a substitute for injury rates. Morbidity information at regional or national level comes from health and general household surveys, morbidity surveys in general practice [5] [6] [7] [8] and from research papers. Population-based injury rates are mainly from research articles covering large, well-defined geographical populations in the Midlands and Wales [9, 10] . A major drawback of these studies is that they cover limited periods of time and fail to account for injury severity in a standardised way. Consequently UK populationbased incidence rates of serious injury are currently unknown. Trauma registries, and in particular the Trauma Audit and Research Network (TARN), have the potential to provide timely information on injury occurrence rates categorised by an internationally recognised specific injury scoring method, namely Injury Severity Score (ISS), that accounts for major injury (i.e. injury defined by ISS>15) [11] . These data could, therefore, be used to guide priorities for injury control and allow international comparisons. However membership of TARN is voluntary within England and Wales and currently limited to a 50% sample of hospitals receiving trauma cases. This is the first in a series of articles. In this article we propose to determine whether hospital based injury data from a large (but not comprehensive) trauma registry can be used to derive population based rates of major injury. To do this we examine the potential of a patient flowbased method for defining hospitals' catchment areas, which is practical for calculating denominator populations. We select a number of hospitals from the TARN database taking into account data quality and pattern of admissions, delineate hospitals' catchment areas for these hospitals and characterized these areas. Finally we examine the sensitivity of these numerator and denominator populations using Hospital Episodes Statistics (HES) data. Later articles will look at the computation of injury rates by patients' demographic characteristics and injury details and at the extrapolation of rates to the national population.
Methods

Data Source (1) Patient data
The source of data on injured patients was the trauma registry of England and Wales, TARN based at the University of Manchester. Data covering the 10 year period January 1, 1996 to December 31, 2005 were included.
Since its establishment in August 1989 175 Accident and Emergency units in England, Wales and Northern Ireland (62% of the total of 281 A&E units in 2005) have voluntarily reported to TARN [12] . At the time of analysis TARN database contained over 215 000 cases. Eligible cases are:
• trauma admissions to participating hospitals with length of stay of 72 hours or more,
• trauma admissions to an intensive care or high dependency area,
• deaths from injury after arriving alive at hospital,
• transfers to another hospital for specialist care.
Based on international trauma registry criteria, the exclusion criteria include:
• isolated fractures of the femoral neck or single pubic rami, in patients 65 years or more,
• uncomplicated spinal sprains,
• closed facial injuries,
• simple skin injuries [13] .
The TARN dataset comprises patient age, sex and postcode of residence -socio-demographic characteristics, circumstances of the incident, description of the injury(ies) based on the Abbreviated Injury Scale, healthcare details and vital signs as well as clinical outcome (alive/dead at hospital discharge or 30 days whichever is sooner). Injury Severity Scores are calculated by TARN staff. TARN variables used in this study were age, year of admission, patient and incident postcode (place of residence and injury occurrence respectively), transfer status, injury code (based on Abbreviated Injury Scale (AIS)-98), hospital network code and postcode [14, 15] .
TARN applies a quality assurance programme that includes:
-validation during all steps of data input (e.g. returning/ resubmission of data collection forms for reason related to eligible criteria or missing obligatory data -i.e. hospital identification number, trauma network number, date of birth, sex, type and cause of injury, date of arrival at hospital, outcome, date of death or discharged, and at least one injury description), -injury coding verification through reliability studies (reanalysis of patient records), -parallel data processing -new database programs under development.
Moreover, hospitals are asked to check the accuracy and completeness of the data submitted (e.g. special attention given to completeness of the fields, recording of dates or digit within codes), to find out trauma patients meeting the TARN eligible criteria within the other wards from the hospital (if applicable) and to submit the data on the dedicated forms [14] .
(2) Postcode data In UK there are 124 postcode areas and each area is split up into districts, sectors, sub-sectors and units. The postal code (postcode) is alphanumeric, up to 7 characters long; the first two (or four) characters identify the major area and the corresponding district, and the last three characters representing the address, usually within 80 properties. Although the TARN database contains full postcodes this is not a mandatory variable so the completeness of this item varies. Therefore we used district postcode (i.e. first part of postcode) since completeness was generally good.
(3) HES data
Additionally, to validate rates computed using TARN data we used Hospital Episode Statistics over eight financial years, i.e. 1996/1997 to 2003/2004. HES is the national statistics data source for England that relies on hospital admissions data submitted by NHS Trusts to the NHSWide Clearing Service. It includes a large number of fields such as patient age, sex and district postcode, admissions and discharges, episodes and spells, diagnoses, organizations [16] . HES variables used in this study were year of admission, duration of spell, patient district postcode, the code of injury -primary diagnosis 3 character (based on ICD-10 th revision), and the hospital code.
It is noteworthy HES categorizes injuries using around 800 definitions (ICD-10 th revision, S00-T32); data do not differentiate injuries in terms of severity using ISS or any other specific measure of severity whereas TARN database lists over 1200 serious injuries (AIS) and differentiates overall anatomical injury insult by severity (ISS).
I. Identifying the injured patient numerator -selection of hospitals from the TARN database
Our aim was to develop a method for constructing catchment areas so that we can calculate population-based injury occurrence rates. The TARN database contains postcodes since 1996 (when the data collection forms were improved to include more variables). We therefore selected hospitals that have reported continuously from 1996-2005, each with overall >70.0% completeness of postcodes. We then selected those hospitals with local market areas, defined as drawing >70% of their patients from the same postcode area in which the hospital was located.
Database quality was examined using yearly admissions reported to TARN by each selected hospital, the completeness rates for the variables of interest. For one selected hospital, i.e. North Staffordshire Royal Infirmary (NSRI), we performed a cross-check between TARN and a secondary source based on mandatory reporting, i.e. Hospital Episode Statistics. An exhaustive option to determine completeness -i.e. medical record review -was not viable for logistical reasons. NSRI is a tertiary care centre with the highest yearly attendance rate and, consequently, the highest number of cases reported per year, by comparison with other TARN hospitals.
Data from HES and TARN were extracted so that they met common admission criteria. Cases with hospital stays of three days or under and ICD codes representing minor injuries (sprains) were removed from the HES database. TARN data were re-categorized by financial year rather than calendar year. Since HES -based on the 3 character ICD -does not distinguish fracture of the neck of femur from all other femoral fractures and TARN excludes the former in people 65 years and older, all fractures of the femur were removed from both databases to allow better case comparison. The capture rate of the TARN database was defined as the yearly proportion of the HES cases that were detected by TARN, expressed as a percentage at NSRI.
II. Identifying the denominator population -delineation of hospital catchment areas
We selected the hospitals with >70% completeness of patient postcodes and a defined local market area. We employed a 'variable market approach', similar to that used in the United States to assess competition between hospitals, to allow the geographical area assigned to each hospital to vary according to unit characteristics [17] . One feature of this method is based on patient flow, defining and including in further analysis the standard geographical areas (in our study the postcode districts) that send a significant number of patients, collectively accounting for 40-95% of hospital discharges [18, 19] .
(a) Describing the exact catchment area Firstly, after excluding hospitalisation of out-of-area residents, all the trauma patient district postcodes within the postcode area of the given hospital were arranged in decreasing order of frequency. Secondly, we determined the district postcodes that cumulatively accounted for a threshold of significance, defined in our study as a minimum of 80% of the hospital's local patients. The selected postcodes were mapped to demarcate the market area and to assure contiguity, i.e. contiguous postcode districts groups with no gaps.
(b) The impact of competitor hospitals
An important issue in defining hospital catchment areas was the identification of competitor hospitals for the same pool of patients since this may influence the delineation of catchment areas. All hospitals located within a 15 mile radius of the hospital under study in urban areas (30 miles in rural areas) might be potential competitors [20] [21] [22] . In our study we used a 20 miles radius to identify competitors -a compromise between these two figures for urban/suburban populations. If no information was available from TARN database concerning trauma admissions to competitor hospitals, asymmetry of competition and the road travel map were examined with the purpose of avoiding overlap between market areas. Asymmetry of competition refers to larger hospitals that may be competitors for smaller district hospitals, without the reverse being true. In the final analysis we selected only the hospital catchment areas that had no major competitors, either from the TARN database or using additional information (maps/hospital size).
Hospital catchment areas have been characterised by the number of hospitals per area; the average number of potential competitors per area; average number of districts per area; area size; and by the admissions of the catchment area residents to the hospital(s) located inside/outside hospital catchment area.
To check the robustness of this patient flow approach we employed a 'patient origin matrix', as an alternative option to construct the market area for one selected hospital -NSRI, Stoke on Trent [23, 24] . We used the HES database as an additional data source on hospitals in the region that are not part of TARN network. Each cell gives discharges of patients from a particular hospital that are resident within a particular district. Consequently, we established the hospital with the highest number of discharges per district -the main hospital provider for each district and consequently the market area for NSRI. We compared this with the market area derived from TARN data.
Ethical approval
The TARN database stores no patient identifiers. Approval for research using TARN anonymized data is granted by the Patient Information Advisory Group (PIAG Section 60) and supported by the Healthcare Commission.
Results
The injured patient numerator
Sixteen TARN hospitals out of a total of 41 hospitals meeting the initial selection criteria (continuous membership over 1996-2005 and over 70% completeness of postcodes) were found to have appropriate numerator data for trauma burden. The characteristics of these hospitals, hospitals not part of TARN and hospitals with A&E units in England, Wales and Northern Ireland by size of unit and location are shown in Table 1 . Although the 16 hospitals An overview of the number of cases reported annually by the hospitals in this study and the completeness of patients' postcodes of residence is given in Table 2 . To avoid bias resulting from analysing data from years with large amounts of missing data we excluded those years with large amounts of missing postcodes values (under 70% completeness rate). Also, since there is up to one years delay in reporting cases for the previous calendar year admissions during the year 2005 were excluded. Some years appear low in particular hospitals; these years do not contribute to calculation of annual incidence rates. . Additionally we analysed the map for major roads that traverse the region -they did not separate our proposed catchment area for NSRI. Therefore, we have designated a catchment area for NSRI as outlined in the bold black line on Figure 1 , comprising post code districts ST1-13. -data not available; data in bold represent years excluded from defining hospital catchment areas; italics indicate low data returns which will not contribute as numerator for the corresponding year in the future computation of injury rates. Table 5 shows the main provider of trauma care services for residents of each of the ST districts. It suggests that NSRI is the main provider of trauma care for the residents ST1-ST13. This equates with the areas defined by the 80% cut-off from TARN data; ST8, ST9, ST11 are the next districts in descending order of frequency, up to 89.5% whereas ST12 has been added for geographic contiguity ( Figure 1 ). It is noteworthy that whereas patient flow concerns a proportion of each hospital's local patients (in this study defined by a minimum of 80%), the patient origin matrix allows delineation of the entire hospital market area. Apart from NSRI area the patient origin matrix shows the catchment area for Staffordshire General Hospital (i.e. ST15 to ST21) with one competitor and main provider for the district ST14, which is Queen's Hospital.
Numerator capture rate analysis -data quality
Sensitivity analysis -patient origin matrix
If we define the competitors as hospitals that compete notably for the patients from at least one of the districts that are part of the market area, from the cross tabulation it can be observed hospitals that compete for NSRI catchment area patients are Staffordshire General Hospital (10 cases ST10, 5%), Leighton Hospital (44 cases ST7, 13.2%) and Macclesfield District General Hospital (14 cases ST7 -4.2%, 12 cases ST8 -9.2% and 21 cases ST13 -11.1%). The percentages in the brackets represent market shareadmissions from the corresponding district, and are approximate values since the database includes hospitals that report cases over different time periods from 1996 to 2004. The hospitals mentioned above are also those that fall within a 20 mile radius of NSRI, the other ones being located up to 31.2 miles radius (i.e. Derbyshire Royal Infirmary).
Delineation of hospital catchment areas for the selected TARN hospitals
Using the variable market area approach described above the hospitals selected represent 12 denominator catchment areas: ten one-hospital areas, one two-hospital area and one four-hospital area. The catchment areas of two hospitals from the Peterborough area were merged into one larger area; hospital catchment areas of four selected hospitals located in Liverpool and Chester were merged into one area since residents of the Wirral Peninsula (i.e. 15 districts) had their postcodes changed at the middle of the study period from L (Liverpool) to CH (Chester). This last area excludes patients under 16 years of age to eliminate one potential competitor dealing with paediatric trauma, for which no TARN information was available.
A total of 40543 admissions were used to delineate hospital catchment areas; local market areas were expressed by a percentage that ranged from 73.1 to 89.2%, i.e. proportion of patients resident within postcode area of the hospital location (Table 4 ). The number of each hospital potential competitors ranged from zero to 13.0. On average there were 3.5 potential competitors per defined catchment area. From a total of 41 potential competitors, 23 fall within a 15 miles radius. Information was available from the TARN database for 29 (out of the 41) competitor hospitals. Two hospitals were minor injury units, one hospital does not receive trauma patients, nine hospitals were assessed as irrelevant by asymmetry of competition and visualisation of road travel maps.
From the patient flow process to identify catchment area ten out of 12 catchment areas have been reassigned for contiguity, two areas after map visualization. No catchment area has been reassigned based on competition for the same pool of patients. The number of districts per catchment area ranged from 7 to 40 (average 15.1). Area size was expressed by a minimum/maximum linear distance from the hospital to the area borders bearing in mind that there is no assumption of a circular shape. The averages were 4.3(2.8-5.8)/18.1(15.8-20.4) miles. Larger areas were seen in regions surrounded partly by water. Table 6 displays total admissions of the catchment area residents, i.e. those to the hospital(s) located inside as well as outside delineated hospital catchment area.
Discussion
In an ideal world, for calculating population-based rates, full patient postcodes would be available from all hospitals within larger areas to give an accurate description of the numerator and hospital catchments would be well defined and understood so that denominators were similarly well-defined. Unfortunately this is not the case. This paper offers an approach to defining hospital catchment areas so that population-based rates can be calculated, using information from a trauma registry, TARN database. Its value is that, potentially, any large high quality national trauma database could provide incidence rates upon which injury control programmes can be based.
From the point of view of an 'injury pyramid', we excluded minor injuries, i.e. injuries other than those resulting in more severe or fatal outcomes, as these are not generally included in trauma registries. A high proportion of minor injuries result in self-care and/or no medical treatment and any incidence estimates are therefore difficult to obtain, except through special surveys. Although we recognise that minor injuries have a substantial impact on morbidity or health care utilization of services [25] , major injuries are those generally requiring much attention in terms of control programmes (either prevention, acute care or rehabilitation) if 'savings lives' or preventing long term disability is the final goal.
Hospital market areas
In economics a market is an area where sellers and buyers interact to establish prices. In the health care field the 'market area' concept has been extensively used in north America, by researchers interested in measuring the intensity of competition between hospitals (i.e. HirschmanHerfindahl index) and utilization of health services. Hospital administrators also use this tool to define the competitors in the region, as do policy makers willing to control hospital prices. More recently Primary Care Service Areas have been established for assessing primary care services [17, 20, 26] . The notion of market area (Hospital Service Area -defined by means of patient origin matrix) has been recently employed by researchers in Switzerland to describe utilization of health care services [24] whereas in the UK, Propper et al. have used market areas (defined by patient travel time) to look at the relationship between quality and competition in the UK health care system [27] .
Although never used before in an epidemiological analysis we believe that market area-as defined by our methodology -can provide a means of determining denominators for calculating major injury rates based on datasets from any large national trauma registry. In this context it is noteworthy that ISS was also initially developed within the framework of medical audit and afterwards used in epidemiology for its ability to identify patients with severe injury, overcoming selection bias [28] and reducing the potential for epidemiological analyses confounded by injury severity. (Severity of injury would always increase probability of admission irrespective of other factors such are bed supply, hospital admission policies, socio-economic status of the patient.)
In this study the estimates of hospital catchment areassubject to data quality -cover time intervals that vary from 6-year (1999-2004) for Huddersfield Royal Infirmary up to 9-year (1996-2004) for most of the hospitals. Although these areas depend on population usage of services that might vary from one year to another, we believe that the delineation of areas would not be significantly changed if constructed over longer time periods. To test this assumption we reassessed the hospital catchment area for NSRI in two 4-year windows (i.e. 1997-2000 and 2001-2004) . This showed a similar rank order for the first districts that account for up to 80% of the hospital local admissions and consequently no differences in the area delineation. Moreover, to find out the extent to which the ST1 ST2 ST3 ST4 ST5 ST6 ST7 ST8 ST9 ST10 ST11 ST12 ST13 ST14 ST15 ST16 ST17 ST18 ST19 ST20 ST21   ST4  379  459  737  645  968  822  453  203  122  291  107  37  290  22  61  40  28  15  10  9  19  ST16  -9  9  ---10  5  -43  153  231  344  140  113  37  56  SK10 - 
Limitations
A notable limitation is that not all A&E Department in the UK report to TARN. Furthermore, those that do report voluntarily submit data of varying quality. Therefore our sample of hospitals is a convenience sample rather than a representative one. There are no units included from London, North Ireland and Wales which limits the generalizability of population-based rates to England. In relation to the size of sample, the analysis uses 16 hospitals out 245 receiving trauma in England, i.e. a reasonable 7% sample. A mix of urban (4/16) and rural, teaching (5/16) and general hospitals submit to TARN; this reflects the mix of types of hospitals receiving trauma. In addition our further work with census data show our population resident within delineated areas is representative of that of England outside London (data not shown).
The majority of the mandatory variables (such as age, sex, cause of injury or transfer status) in the TARN database are 100% complete (data not presented in the paper). A notable exception is patients' postcodes of residence, which is not compulsory for registration, and reporting is incomplete. To overcome this we decided to create market areas (and consequently to report rates) using hospital discharges from years with reasonable data quality. An additional issue related to this item was the format of the postcode. Using district level postcodes as we have done used limits pinpoint accuracy in determining market areas. However, we believe that district postcodes geographically aggregated are a practical alternative, and other researchers have used census districts, which comprise aggregated zip codes [24] .
In addition, since we were working with aggregate postcodes instead of zip codes, in the patient flow analysis we decided not to set out a marginal value to define patients that individually contribute at least 1% -3% of hospital discharges [18, 19] . However, a retrospective analysis of the delineated catchment areas in this study gave a marginal value of 0.6%.
The number of trauma cases reported per year for each selected hospital shows large year on year fluctuations (Table 2 , figures in italics). Although this might reflect true changes in major trauma occurrence, it is likely to be a surveillance artefact. TARN is a voluntary reporting scheme and hospitals can opt in or out of the scheme at any time. Personnel changes can affect the timeliness with which data are submitted and data quality. This is why we decided to exclude years of apparently low reporting from further analysis of estimating population-based rates. Of note data quality does not appear to vary by hospital type. Supporting this decision is the outcome of the capture rate analysis for NSRI against a mandatory reporting database (i.e. HES) that shows an overall rate of 73.4% with as little as 38.9% or 44.6% coverage for years that demonstrate significant decreases in the number of reported cases. In this context it should be noted the results of a sensitivity analysis (based on medical records review) for the United States National Electronic Injury Surveillance System over three months in 1990 showed an overall sensitivity similar to that in out study [29] . However, in reporting rates we will just be using years of good data reporting where the maximum underreporting can be estimated to be under 16.5% from our comparison with HES. The data quality for several of our study hospitals is consistently high (Table 2 and through TARN quality assurance). We therefore do not anticipate our underreporting rate will exceed 10% which will allow useful injury control initiatives and international comparisons.
Population-based rates (taking account of out-of-area hospitalisations)
In this study we defined hospitals catchment areas so that we can go on to construct population-based rates of injury, the numerator being total admissions of residents within a particular catchment area and the denominator being the population resident within that catchment area. Since some patients that sustain injury might be admitted to a hospital outside their residential area this cross border flow might cause problems when computing rates. Therefore we chose an approach designed to minimise patient outflow (i.e. over 70% of the patients originated from the same postcode area where the study hospital was located) in order to minimize numerator-denominator mismatch [30] . However, to account for the inpatients that live in one of the defined areas but receive medical care in another, when computing incidence rates the numerator will include all these cases based on a reassignment procedure (Table 6 ). It is possible that -without data inputour numerator might underestimate the true occurrence of injury events in selected areas because some people resident in one hospital catchment area may be treated in another hospital that is not part of TARN database. Since hospitalisations of area residents have been counted without regard to transfer status, in order to avoid duplicates, inter-hospitals transfers of these reassigned cases were discounted if the transfer was from/to the hospital main provider for the corresponding hospital catchment area. The TARN database excludes repeat admissions for the same injury, therefore allowing estimation of major injury rates based on hospital admissions.
Conclusion
Large national trauma registries, and in particular TARN, hold data that have the potential for calculating population-based injury rates. Although similar populations with regard to place of residency and hospital admission are highly desirable in estimation of rates, we believe that our approach may be used to assess injury occurrence within regions characterized by low patient movement.
